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Data from the 1997 National Survey of 
America’s Families (NSAF) are used to 
analyze access to care and use of health care 
services for low-income women. Three 
groups of women are examined: those with 
Medicaid coverage, those with private cov­
erage, and those with no insurance. 
Findings show that uninsured women faced 
larger access barriers and utilized fewer ser­
vices, particularly preventive care services, 
than women with either public or private 
coverage. Access and use did not dif fer 
greatly between Medicaid and privately cov­
ered women. The results suggest that expan­
sions in coverage, either through Medicaid 
or through private options, could improve 
access to care for uninsured women. 

INTRODUCTION 

The Medicaid program is an important 
source of insurance coverage for low-
income women. In 1997, 19.0 percent of 
low-income women, that is those with 
incomes below 200 percent of the Federal 
poverty level (FPL), had Medicaid cover-
age, 43.1 percent had private coverage, 4.3 
percent had other public coverage, and 
33.6 percent were uninsured (Figure 1). 
(In 1997, 200 percent of the FPL was 
approximately equal to $26,000 for a family 
of three.) Eligibility for Medicaid has his-
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torically been limited to those receiving 
Aid to Families with Dependent Children 
(AFDC) or Supplemental Security Income 
(SSI), pregnant women, and the medically 
needy. A number of States have made spe­
cial efforts to provide Medicaid coverage 
to other adults through research and 
demonstration waivers granted under sec­
tion 1115 of the Social Security Act. 
However, these States are the exception to 
the rule. Consequently, Medicaid’s role is 
especially critical for poor women and for 
pregnant women. In 1997, Medicaid cov­
ered almost one-third of all poor women 
and financed the deliveries for more than 
one-third of all births nationally (National 
Governor’s Association, 2000). 

To address the complex and diverse 
health needs of this low-income population, 
the Medicaid benefit package is relatively 
broad and has limited cost-sharing. 
Among the services States are required to 
provide under their Medicaid programs 
are inpatient and outpatient care, laborato­
ry and X-ray services, physician, nurse 
midwife, and nurse practitioner services, 
and family planning services. Optional ser­
vices include dental care and prescription 
drugs, among others (Congressional 
Research Service, 1993). 

Despite this breadth of coverage, con­
cern about access to care under the 
Medicaid program is longstanding. Low 
reimbursement rates, administrative bur-
dens, and residential segregation between 
providers and patients have been cited his­
torically as factors that contribute to access 
problems for those covered by Medicaid 
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Figure 1


Health Insurance Coverage of Low-Income Women


Uninsured 
34% 

Private 
43% 

Medicaid 

Private 
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Other Public 
4% 

Medicaid 

Low-Income Women Poor Women 

NOTES: Low-income women include those with family incomes below 200 percent of the Federal poverty 
level. Poor women include those with incomes below the Federal poverty level. Insurance coverage is mea­
sured at the time of the survey. 

SOURCE: Author’s tabulations of data from the 1997 National Survey of America’s Families. 

(Sloan, Mitchell, and Cromwell, 1978; 
Mitchell, 1991; Fossett et al., 1992; Dubay 
et al., 1995). At the same time, Medicaid 
beneficiaries are consistently found to use 
more services than both the uninsured and 
the privately insured (Freeman and Corey, 
1993; Marquis and Long, 1996). 

Surprisingly, little attention has been 
paid to access issues for low-income 
women with private coverage. Most of 
these women receive coverage through 
their employer or their spouse’s employer, 
while others purchase coverage in the non-
group market. Low-income women with 
private coverage often face deductibles, 
copayments, and limited coverage of pre­
ventive and other benefits, which may also 
affect access to care and use of services. 
Understanding how low-income women 
fare is important, given the large share of 
women with private coverage. 

Finally, almost one-third of low-income 
women are uninsured. These women must 
rely on the safety net, pay for services out 

of their own pockets, or forgo needed care. 
To the extent that these women are gener­
ally in good health, are able to obtain pre­
ventive and other services, and have little 
unmet need, then perhaps they should not 
be much of a policy concern. If, however, 
these women do have unmet need and are 
not appropriately accessing services, they 
may be an important target for expansions 
in coverage. 

In this article, we compare access to 
care and use of health care services for 
low-income women with Medicaid cover-
age, with private coverage, and with no 
insurance, just prior to the implementation 
of the Personal Responsibility and Work 
Opportunity Reconciliation Act of 1996 
(PRWORA). We analyze disabled Medicaid 
recipients separately from other Medicaid 
recipients. We examine first how those 
with Medicaid coverage fare compared 
with their privately insured counterparts. 
This analysis identifies the relative 
strengths and weaknesses of each type of 
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coverage. In addition, we examine how 
those who are uninsured fare compared 
with women with Medicaid coverage, in 
order to document the extent to which 
they are underserved. Finally, we examine 
whether disabled Medicaid recipients have 
comparable access to other Medicaid-cov­
ered women. 

PREVIOUS LITERATURE 

Several studies using mixed sex samples 
from large nationwide datasets from the 
1980s indicate that Medicaid beneficiaries 
report levels of health care use that are at 
least equal to, and often higher than, those 
of their privately insured counterparts. 
The uninsured lag behind, reporting con­
sistently lower levels of use than individu­
als with any type of coverage (Marquis and 
Long, 1996; Freeman and Corey, 1993; 
Berk and Schur, 1998). However, findings 
from these studies, which combine rates 
for both men and women, are not neces­
sarily applicable to low-income women. 

There is evidence that women have 
greater health care needs and correspond­
ingly higher utilization levels than men 
(Bertakis et al., 2000), due in part to their 
need for reproductive health services. 
Women are also at greater risk of 
being impoverished than men (Lyons, 
Salganicoff, and Rowland, 1996) and, 
because of eligibility policy, comprise a dis­
proportionate share of the Medicaid popu­
lation. For these reasons, they may be 
more vulnerable to having access prob­
lems than men, and it is especially impor­
tant to understand their patterns of care. 
There are currently only a few studies that 
address health services use for low-income 
women. We focus on several that compare 
differences in access and utilization among 
Medicaid, privately insured, and uninsured 
low-income women. 

Salganicoff and Wyn (1999) examined 
these disparities using data from the 
Kaiser/Commonwealth Five-State Low-
Income Survey. The survey, fielded in 1995 
and 1996, samples adults age 18 to 64 with 
incomes at or below 250 percent of the FPL. 
Data were collected through telephone 
interviews with respondents in Florida, 
Minnesota, Oregon, Tennessee, and Texas. 
Using a sample of 5,200 low-income women, 
the researchers evaluated differences 
between the three insurance groups across 
access, utilization, and satisfaction mea­
sures. The study found that uninsured 
women fared the worst; they did significant­
ly worse than Medicaid-covered women on 
all access and utilization measures and were 
generally less satisfied with their care. 

Differences between Medicaid-covered 
and privately insured women were less 
consistent. Although women with 
Medicaid coverage were more likely to 
have postponed or not received needed 
care, they also had generally higher levels 
of utilization, as measured by both physi­
cian/clinic contacts and the use of preven­
tive services. They also expressed greater 
dissatisfaction on several measures, includ­
ing waiting time and physician location. 
Overall, Salganicoff and Wyn concluded 
that Medicaid-covered and privately 
insured women had generally comparable 
access and utilization. 

Using data from the 1993 Commonwealth 
Fund Survey of Women’s Health (Lyons, 
Salganicoff, and Rowland, 1996), a nation-
wide telephone survey, Lyons and others 
examined differences between insurance 
groups in the likelihood of having physi­
cian visits, a primary care provider or usual 
source of care, and preventive Pap smears 
and breast exams. Other measures includ­
ed the number of physician visits and the 
postponement of or failure to obtain 
needed care. The sample included 705 
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adult, non-elderly (age 18-64) women 
with incomes at or below 200 percent of 
the FPL. 

Like Salganicoff and Wyn, the 
researchers found that uninsured women 
had consistently lower levels of access and 
utilization when compared with women with 
any type of insurance coverage. These 
researchers also found that Medicaid-cov­
ered women fared better than privately 
insured women across all measures; the for­
mer were more likely to have had physician 
visits and to have reported a usual source of 
care. Women with Medicaid coverage also 
had a higher average number of physician 
visits and higher rates of utilization of all 
three preventive care services. These find­
ings suggest that Medicaid may actually 
provide better access than private coverage. 

Reisinger (1996) also uses data from the 
1993 Commonwealth Fund Survey, but in a 
multivariate context. She models the effects 
of insurance type, income, race/ethnicity, 
marital status, education, and health status 
on the number of physician visits and the 
likelihood of having unmet need. The study 
sample includes the elderly and women at all 
income levels and distinguishes among 
sources of private insurance, with separate 
categorical variables for individual coverage, 
employer-sponsored coverage purchased 
through the spouse, and coverage obtained 
through the woman’s own employer. When 
the selected factors are held constant, 
women with employer coverage obtained 
through their spouses report 1.2 more annu­
al visits than uninsured women, while those 
with Medicaid coverage have two more vis­
its per year than those without insurance. 
There is also a strong effect of insurance on 
unmet need, indicating that having any type 
of insurance decreases the likelihood of hav­
ing unmet need. 

The existing literature suggests that for 
low-income women, Medicaid generally 
provides access that is either comparable 

with or better than private insurance. 
However, each of the studies has several 
limitations that complicate interpretation of 
their results. The most important limita­
tion that they all share is that they analyze 
all Medicaid beneficiaries together and do 
not make separate estimates for those eli­
gible because they are disabled. Disabled 
Medicaid recipients (defined as those 
receiving SSI or those who are dually eligi­
ble for Medicaid and Medicare) constitute 
approximately 25 percent of all women 
with Medicaid coverage (authors’ tabula­
tions of 1997 NSAF). Previous studies 
have found that even after basic controls 
for health status, Medicaid beneficiaries 
receiving AFDC had significantly fewer vis­
its and hospitalizations relative to SSI 
recipients and other Medicaid beneficia­
ries (Marquis and Long, 1996). Therefore, 
the higher use of services by Medicaid-
covered women relative to privately 
insured women found in the previous liter­
ature may be, in part, due to the greater 
health care needs of disabled Medicaid 
recipients. This potential bias is likely to 
be greatest in the studies that did not 
attempt to control for health status in a 
multivariate framework. Although the 
Reisinger study used multivariate tech­
niques, women of all incomes are included 
in the analysis, which may also bias esti­
mates of the effects of insurance for low-
income women (Kaestner, 1999). 

In terms of the sample used for these 
analyses, the Kaiser/Commonwealth 
study surveyed women in only five States 
and thus has limited generalizability. 
Although the Commonwealth Fund Survey 
sampled women across the Nation, its sam­
ple of low-income women is relatively 
small. Finally, a weakness that the studies 
share is that they rely solely on data 
obtained using telephone surveys. 
Surveys that omit households without tele­
phones will understate coverage by public 
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programs and to a lesser extent uninsur­
ance—with a greater bias for the low-
income population (Hall et al., 1999). 

Finally, in the past few years, welfare 
reform and its attendant effects on 
Medicaid eligibility policy have led to an 
erosion of coverage for low-income 
women. In addition, it has become increas­
ingly common for States to enroll Medicaid 
beneficiaries in managed care plans. As a 
result, more recent data may be better able 
to capture the effects of these changes on 
Medicaid enrollees’ access and utilization. 

METHODS 

National Survey of America’s Families 

The NSAF is a household survey that 
provides information on more than 100,000 
children and non-aged adults representing 
the non-institutionalized civilian population 
under age 65 (Brick et al., 1999). The 
NSAF was fielded by Westat as part of The 
Urban Institute’s Assessing the New 
Federalism project. The first round of the 
NSAF was conducted from February to 
November 1997, using computer-assisted 
telephone interviewing technology. The 
survey was administered in English and 
Spanish. Interviews were conducted in 
households with and without telephones. 
Telephone households were selected using 
a random-digit dial frame, and non-tele­
phone households were selected using a 
multistage area sample. Families in house-
holds without telephones were interviewed 
using cellular telephones. 

Detailed information was collected on 
one sampled adult and up to two sampled 
children in each family. The sampled adult 
or the spouse of the sampled adult was the 
respondent. The overall household 
response rate for the NSAF is 70 percent 
(Brick et al., 1999). For 90 percent of sam­
pled women, the respondent is the woman 

herself. For ease of exposition, we present 
responses to questions as if the woman her-
self reported the information. For ques­
tions regarding confidence in obtaining 
needed care and satisfaction with care, the 
respondent is not always the sampled adult 
or the spouse of the sampled adult in fami­
lies with children. In cases where the most 
knowledgeable adult (MKA) for a sampled 
child is not the sampled adult or the spouse 
of the sampled adult (for example, the 
MKA is the child’s grandparent), the MKA 
will be the respondent for these questions. 

The survey asks about the past year’s 
insurance coverage, health care use, access, 
and health status (Kenney et al., 1999). 
Access measures include questions about 
usual source of care; unmet need for med­
ical or surgical care, dental care, and pre­
scription drugs; and confidence in ability to 
obtain needed care. Respondents are also 
asked about their satisfaction with care 
received. Questions are asked about each 
sampled adult with the exception of ques­
tions regarding the respondent’s confidence 
in ability to get needed care and satisfaction 
with the quality of care that pertain to the 
experience of all family members. 

Utilization measures include physician 
and non-physician health professional vis­
its, preventive health care (Pap smears and 
clinical breast exams), dental care, emer­
gency room visits, and overnight hospital 
stays (for delivery and other) during the 12 
months preceding the time of the inter-
view. With the exception of the question 
about being in the hospital for delivery that 
was asked only of women between 18 and 
50 years of age, the utilization questions 
are asked about all women. 

Statistical Analyses 

We focus on women in families with 
incomes below 200 percent of the FPL. We 
categorize women by whether they had 
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private coverage, were uninsured, or had 
Medicaid or other public coverage for the 
entire year. (For a complete discussion of 
how insurance coverage was determined, 
refer to Rajan, Zuckerman, and Brennan 
[2000].) We use the past year’s coverage 
because our access and utilization measures 
reflect patterns of care over the past year. 
Throughout the article, we refer to those 
with Medicaid or other public coverage as 
“Medicaid-covered.”  However, this group 
includes a small share (11.2 percent) of 
women who are covered by State-sponsored 
insurance programs and the Civilian Health 
and Medical Program of the Uniformed 
Services. In all of our analyses, we exclude 
disabled Medicaid recipients from the 
Medicaid-coverage category.  Disabled 
Medicaid recipients are identified by their 
receipt of SSI or their dual coverage under 
Medicaid and Medicare. To the extent that 
participation in SSI and Medicare is under-
reported in the survey, we may not be able 
to identify all disabled Medicaid recipients. 

We conduct multivariate analyses using 
a linear probability model to control for dif­
ferences across the various insurance cate­
gories in demographic, socioeconomic, 
geographic, and health-status indicators 
known to be associated with access and uti­
lization (Anderson, 1968; Grossman, 1972). 
Control variables include the woman’s per­
ceived health status, presence of condi­
tions that limit work, as well as age, sex, 
race and ethnicity, birthplace and citizen-
ship, work status, educational attainment, 
and marital and parental status. Also 
included are the woman’s family income as 
a percentage of the FPL, urban or rural 
location, and State. 

Two sets of regressions are performed. 
The main set of analyses examines how 
access and use for non-disabled Medicaid 
recipients differ from access and use 
among privately insured and uninsured 
women. This analysis excludes disabled 

Medicaid recipients. By doing so, the 
group of women with public coverage is 
made more comparable, with respect to 
health status, to women with private cover-
age and women who are uninsured. 

The second set of analyses examines 
access and use between disabled and non-
disabled Medicaid recipients. This group is 
analyzed separately because disabled 
women with public coverage have signifi­
cantly different health care needs than other 
publicly covered women (Marquis and 
Long, 1996), and this group constitutes 
about one-quarter of the Medicaid popula­
tion (authors’ tabulations of the 1997 NSAF). 

For ease of interpretation, we present 
ordinary least squares (OLS) regression 
for all outcomes. Our results do not appear 
to be sensitive to alternative specifications 
of the dependent variable. All of the out-
comes with binary dependent variables 
were also estimated using a logit specifica­
tion. The logit estimates were consistent 
with the OLS estimates both in terms of 
the pattern of the effect and the signifi­
cance levels estimated for differences. We 
also re-estimated the models of the num­
ber of visits given some use using a log 
transformation of visits as the dependent 
variable and found that same pattern of 
results and significant levels. 

The NSAF contains data on 14,197 non-
elderly low-income women, that is, women 
with incomes below 200 percent of the FPL. 
We exclude 2,781 women who had more 
than one type of coverage over the past year 
because their inclusion could confuse the 
insurance effects (Marquis and Long, 
1996). These women account for 19.6 per-
cent of low-income women. (When we 
include these individuals in regression mod­
els, the results produce patterns that are 
consistent with the models of full-year cov­
erage.) We also exclude 244 women receiv­
ing Medicare coverage but not receiving 
SSI benefits or Medicaid coverage. 
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We compute variance estimates using a 
replication method that adjusts for the sur­
vey’s complex sample design (Flores-
Cervantes, Brick, and DiGaetano, 1999), 
using STATA Version 6.0 statistical soft-
ware. We use imputed data for health 
insurance, access, and utilization variables 
with missing values (Dipko et al., 1999). 
Imputed values account for 1.3 percent or 
less of all observations for health insur­
ance and the access and utilization mea­
sures. In addition, we report the F-test of 
the joint hypothesis that all three groups of 
women have the same mean value for each 
outcome for both the descriptive and mul­
tivariate analyses. 

Sensitivity Analysis 

We recognize that we do not account for 
selection into insurance coverage. 
Consequently, differences that we observe 
between the uninsured and those with 
insurance as well as differences between 
those with different types of insurance may 
be due to variation in the demand for health 
care across these groups. Similarly, differ­
ences in access and use across these 
groups of women may be due to unmea­
sured health status. We conducted a num­
ber of sensitivity analyses to assess 
whether our findings depended on the 
specification of the model. Because we 
thought that unmeasured differences in 
health status posed the most serious possi­
ble threat to the validity of our findings, we 
re-estimated our multivariate models on 
subgroups who were likely to be more 
homogeneous with respect to health status. 
These subgroups included (1) women 
reported to be in excellent and very good 
health; (2) non-pregnant women, and (3) 
women who did not have a hospital stay in 
the 12 months prior to the survey. On the 
whole, the pattern of our findings (available 
on request from the authors) did not 

change when we narrowed the analysis to 
focus on these smaller subgroups, although 
in some cases the differences tended to 
have weaker statistical significance. 

RESULTS 

The results of our descriptive analysis of 
access and use are presented in Tables 1 
and 2. The results show that Medicaid-cov­
ered women (excluding the disabled) and 
privately insured women fared differently 
on some, but not all, measures of access 
and use and that uninsured women consis­
tently fared worse than privately insured 
and Medicaid-covered women across all 
access and use measures. 

USUAL SOURCE OF CARE 

A usual source of care is defined as the 
place where an individual usually goes 
when he or she is sick or when health care 
advice is sought. A consistent usual source 
of care is an important component of con­
tinuous primary care and, as such, a key 
indicator of access. No significant differ­
ence was found between the proportion of 
Medicaid-covered and privately insured 
low-income women who lacked a usual 
source of care or relied on the emergency 
room, 16.3 versus 13.4 percent, respectively. 
In contrast, low-income uninsured women 
were much more likely than both privately 
insured and Medicaid-covered women to 
lack a usual source of care (34.4 percent). 

Ability to Obtain Needed Medical 
Care 

Three questions were included on the 
NSAF to identify the extent to which 
women felt that they did not get care or 
experienced delays in getting needed care. 
The questions asked about unmet need for 
medical or surgical services, prescription 
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drugs, and dental services. No significant 
difference was found between the propor­
tion of Medicaid-covered and privately 
insured women reporting unmet medical 
or surgical needs, about 8 percent of both 
groups. Compared with privately covered 
women, Medicaid-covered women report­
ed significantly higher levels of unmet 
need for prescription drugs (7.6 percent 
versus 4.6 percent, respectively) and den­
tal services (17.0 percent versus 12.3 per-
cent, respectively). Uninsured women 
reported higher levels of unmet need for 
medical or surgical services and for dental 
care compared with women with public 
coverage: 19.8 percent reported unmet 
medical or surgical needs, and 23.7 report­
ed unmet dental needs. No significant dif­
ference in unmet need for prescription 
drugs was found between uninsured 
women and women with public coverage. 

Confidence and Satisfaction with 
Needed Care 

The NSAF asked how confident the 
respondents felt in their ability to get health 
care for their family when it was needed. 
No significant difference was found between 
privately insured and Medicaid-covered 
women with respect to their confidence in 
obtaining needed care for their family. Ten 
percent of both privately insured and 
Medicaid-covered women were in families 
that were not confident in their ability to 
obtain needed care. In contrast, uninsured 
women were in families that were almost 
three times more likely (27.7 percent) to 
lack confidence about obtaining needed 
care. Among women who had a visit to a 
health professional, no significant differ­
ence was found between privately insured 
and Medicaid-covered women in the share 
who were in families that were not satisfied 

with the care they received. Uninsured 
women were about twice as likely to be in 
families that were not satisfied with care 
(18.9 percent). 

Use of Physician and Other Services 

The NSAF includes a number of ques­
tions on utilization of health care services 
including questions about visits to physi­
cians or other health professionals and 
dentists; preventive care services such as 
Pap smears and clinical breast exams; 
emergency room use; and maternity and 
non-maternity hospitalizations. In general, 
we found that women with public coverage 
were more likely to obtain health care ser­
vices than women with private coverage. 
Uninsured women always had a lower 
probability of obtaining health services 
than women with public coverage, with the 
exception of emergency room use. 

The proportion of women obtaining a 
visit to any health professional was not sig­
nificantly different for Medicaid-covered 
and privately insured women (80.9 percent 
versus 79.3 percent, respectively). However, 
among women with at least one visit to a 
health professional, Medicaid-covered 
women had a significantly higher number 
of visits than privately covered women (7.1 
versus 4.8, respectively). Only 57.1 per-
cent of uninsured low-income women 
obtained a visit to a health care profession­
al in the 12 months prior to the survey. 
Given at least one visit, uninsured women 
had significantly fewer visits to a health 
professional than women with public cov­
erage (4.1 versus 7.1, respectively). 

In terms of dental services, privately cov­
ered women were the most likely to have 
had a visit to a dentist or dental hygienist in 
the past year (69.2 percent), followed by 
women with public coverage (58.4 percent), 
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and uninsured women (39.3 percent). No 
significant difference was found in the num­
ber of dental visits, given at least one visit, 
among the three insurance categories. 

For preventive service indicators, we 
looked at the rate of Pap smears and clini­
cal breast exams. Women with public cov­
erage were significantly more likely to 
have had a Pap smear than women with pri­
vate coverage and uninsured women (64.5 
percent versus 56.5 percent and 42.5 per-
cent). In contrast, women with public cov­
erage were significantly less likely to have 
obtained a clinical breast exam than 
women with private coverage (44.6 percent 
versus 51.2 percent). Only 31 percent of 
uninsured low-income women obtained a 
clinical breast exam in the 12 months prior 
to the survey. 

Among the three insurance categories, 
women with private coverage were the least 
likely to have used the emergency room in 
the previous year (21.5 percent). Women 
with public coverage had the highest rate of 
emergency room use (41.9 percent), fol­
lowed by 26.3 percent of uninsured. 

In terms of inpatient care, Medicaid-cov­
ered women were significantly more likely 
to have had a maternity or non-maternity 
hospitalization in the past year than women 
with private coverage and uninsured 
women. The proportion of Medicaid-cov­
ered women with a non-maternity hospital­
ization was 12.9 percent, compared with 
8.6 percent of women with private cover-
age and only 5.2 percent of uninsured 
women. Similarly, 12.5 percent of women 
with public coverage had a maternity-relat­
ed hospitalization compared with 3.2 per-
cent of women with private coverage and 
2.3 percent of uninsured women. This 
greater use of maternity-related hospital­
ization for Medicaid recipients reflects 
Medicaid’s important role in coverage of 
low-income pregnant women. 

Disabled Medicaid Recipients 

We analyzed disabled Medicaid recipi­
ents—those receiving SSI or receiving 
both Medicaid and Medicare—separately 
from other women with Medicaid coverage 
because their patterns of care are substan­
tially different. As seen in Table 3, findings 
show that disabled Medicaid recipients 
had significantly higher rates of unmet 
need and dissatisfaction with care than 
other women with Medicaid coverage. 
Disabled Medicaid recipients were almost 
twice as likely as other women with 
Medicaid coverage to have an unmet med­
ical or surgical need (15.1 percent versus 
7.9 percent, respectively) and were more 
than 1.5 times as likely to have an unmet 
dental need (27.6 percent versus 17.0 per-
cent, respectively). No significant differ­
ence was found with respect to unmet need 
for prescription drugs. Among women 
with at least one visit to a health profes­
sional, 18 percent of disabled Medicaid 
recipients were not satisfied with the care 
they received, compared with 8.8 percent 
of other Medicaid-covered women. There 
was no significant difference between the 
two groups of women with respect to the 
probability of having no usual source of 
care and of not being confident about 
obtaining needed care for their family. 

Despite their higher levels of unmet 
need and dissatisfaction with care, disabled 
Medicaid recipients were significantly 
more likely than other Medicaid-covered 
women to have visited a health profession­
al (88.4 percent versus 80.9 percent, 
respectively), and, given at least one visit 
to a health professional, had a higher aver-
age number of visits (10.8 versus 7.1). 
Disabled Medicaid recipients were also 
more likely to have had a non-maternity 
hospitalization (27.0 versus 12.9 percent, 
respectively) than other women with 
Medicaid coverage. These generally higher 
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rates of acute care service use likely reflect 
the lower health status of this group of 
Medicaid recipients. In contrast, disabled 
Medicaid recipients were significantly less 
likely than other Medicaid-covered women 
to have had a visit to a dentist or dental 
hygienist (36.7 percent versus 58.4 per-
cent, respectively), to have had a Pap 
smear (45.7 versus 64.5 percent, respec­
tively), or to have had a maternity hospital­
ization (2.5 percent versus 12.5 percent, 
respectively). These two groups of women 
showed no difference with respect to the 
number of visits to a dentist, given at least 
one visit, the likelihood of having a breast 
exam, and the probability of having a visit 
to the emergency room. 

Multivariate Results for Non-Disabled 
Women 

We used multivariate analysis to assess 
whether differences in access and use 
among low-income women persist across 
the three insurance groups when potential­
ly confounding demographic, health-sta­
tus, and socioeconomic factors are con-
trolled for. It is important to control for 
these factors because the underlying char­
acteristics differ across these groups in 
ways that may also affect access and use. 
The results from the OLS regressions are 
presented in Tables 4 and 5, and a compar­
ison of the bivariate and multivariate analy­
ses is presented in Table 6. 

After controlling for other factors, fewer 
significant differences remained in access 
and use among Medicaid-covered and pri­
vately insured women compared with the 
descriptive results. In contrast, the multi­
variate findings with respect to the unin­
sured were mostly consistent with the 
descriptive results: This group fared signifi­
cantly worse on virtually all access and use 
measures identified in the bivariate analysis. 

Access Measures 

After controlling for other factors, 
women with public coverage were 9 per­
centage points more likely to have unmet 
dental needs than women with private cov­
erage. However, statistically significant dif­
ferences no longer remained between 
these two groups in unmet need for pre­
scription drugs. For uninsured women, 
the multivariate results confirmed all the 
bivariate findings. Compared with Medicaid-
covered women, uninsured women were 
18 percentage points more likely to have 
no usual source of care, 11 percentage 
points more likely to have unmet medical 
or surgical needs, 5 percentage points 
more likely to have unmet dental needs, 14 
percentage points more likely not to be 
confident about obtaining needed care, and 
8 percentage points more likely not to be 
satisfied with care received. 

Utilization Measures 

The multivariate analysis of utilization 
was consistent with the bivariate results. 
Statistically significant differences were 
found between privately insured and 
Medicaid-covered women in the number of 
visits obtained, given at least one visit 
(Medicaid-covered women received 1.7 
more visits than privately covered women), 
having at least one dental visit (Medicaid-
covered women were 10 percentage points 
less likely to have had at least one dental 
visit than privately covered women), and 
having any emergency room use (Medicaid-
covered women were 11 percentage points 
more likely than privately covered women 
to have an emergency room visit). 
However, the bivariate differences in the 
probability of obtaining a Pap smear, a clini­
cal breast exam, or having a maternity or 
non-maternity hospitalization found between 
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privately insured and Medicaid-covered 
women no longer remained once we con-
trolled for other factors. 

For women lacking coverage, the multi­
variate analysis confirmed all the bivariate 
findings with the exception of the probabili­
ty of having a maternity-related hospitaliza­
tion, which was no longer significant once 
other factors were controlled for. Compared 
with Medicaid-covered women, uninsured 
women were 20 percentage points less like­
ly to have had a visit, those who had at least 
one visit had 2.8 fewer visits, were 15 per­
centage points less likely to have had a den­
tal visit, and 13 and 12 percentage points less 
likely to have had a Pap smear or a clinical 
breast exam, respectively, 9 percentage 
points less likely to have had an emergency 
room visit, and 8 percentage points less like­
ly to have had an inpatient hospital stay. 

Multivariate Results for Disabled 
Medicaid Recipients 

After controlling for other factors, few of 
the significant bivariate differences in 
access and utilization between disabled 
Medicaid recipients and other Medicaid-
covered women remained in the multivari­
ate analysis. The results of this analysis 
are presented in Table 5. Holding all else 
equal, disabled Medicaid recipients were 
still less likely than other women with 
Medicaid to have received a Pap smear. 
The bivariate analysis showed that dis­
abled Medicaid recipients were less likely 
than other Medicaid-covered women to 
have a maternity-related hospitalization in 
the past year, however, in the multivariate 
analysis, the opposite result was found. 

CONCLUSIONS 

Previous research has demonstrated the 
link between insurance coverage and 
access to health care services. Our results 

are consistent with prior research and indi­
cate that insurance is important for access 
to and use of health care services. Uninsured 
women face significant barriers to care 
that are not being addressed by the safety 
net system. In particular, uninsured 
women had greater unmet need for med­
ical or surgical services and dental ser­
vices, were more likely to have no usual 
source of care, were more likely to be not 
confident in obtaining needed care for 
their family and not satisfied with care 
once received compared with women with 
public coverage. Uninsured women also 
had lower levels of health care use for 
almost all of the services that were exam­
ined compared with women with public 
coverage. Given that these women are 
equally likely to be in poor or fair health as 
women with Medicaid coverage, this lower 
level of service use is likely to reflect 
access problems. 

As seen in Table 4, access and use did 
not differ greatly between Medicaid-cov­
ered and privately insured women, howev­
er. Of the five access measures we exam­
ined, we found a significant difference in 
only one measure—women with Medicaid 
coverage were 9 percentage points more 
likely to report unmet dental needs than 
those with private coverage. Of the nine 
utilization measures we examined, we 
found significant differences in only three 
of the measures. Medicaid-covered women 
had more health professional visits, were 
more likely to have had an emergency 
room visit, and were less likely to have had 
a dental visit than women with private cov­
erage. These findings imply that, with the 
exception of dental care, Medicaid and pri­
vate coverage provide fairly comparable 
access to health care services. 

Within the Medicaid program, there 
appear to be large differences in both 
access and use between disabled and non-
disabled recipients. Disabled Medicaid 
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recipients had greater access problems, on 
par with the uninsured, and used more ser­
vices than non-disabled Medicaid recipi­
ents. With the exception of Pap smears 
and maternity hospitalizations, the differ­
ences in access and use identified in the 
bivariate analysis did not remain in the 
multivariate analysis, implying that once 
health status and other variables are con-
trolled for, disabled and non-disabled 
Medicaid recipients do not have signifi­
cantly different patterns of access and use. 
The finding of higher Pap smear rates, 
even after controlling for other factors, 
is consistent with other research on 
screening and preventive services for 
disabled individuals (Iezzoni et al., 2000). 
Nonetheless, the finding that disabled 
Medicaid recipients report relatively high 
levels of unmet need is important because 
these women constitute 25 percent of the 
Medicaid population. As such, this popula­
tion of women may need greater support 
services, such as enhanced case manage­
ment, specialized transportation services, 
and other accommodations to ensure that 
both their primary and specialty health 
care needs are being met. 

Although women with public and private 
coverage had similar levels of unmet need, 
confidence in and satisfaction with care, 
and somewhat comparable levels of use, we 
cannot conclude that either group is access­
ing an appropriate amount of physician or 
hospital services. As noted in an analogous 
study on access and use for children, the 
greater use of physician services by 
Medicaid-covered women may be due to 
unmeasured health-status differences, 
overuse of these services by Medicaid-cov­
ered women, or underuse by women with 
private coverage (Dubay and Kenney, 
2001). Moreover, there is some evidence 
that access problems exist under Medicaid. 
The higher use of the emergency room by 
Medicaid-covered women could in fact be 

attributable to lack of access to primary 
care. Further research is needed to assess 
whether low-income women, notwithstand­
ing the source of their insurance coverage, 
are accessing an appropriate amount of 
health care services. 

What is clear is that low-income women 
are receiving lower-than-recommended 
levels of preventive care, regardless of cov­
erage. Compared with higher income 
women, low-income women have a lower 
probability of receiving the recommended 
level of Pap smears, clinical breast exams, 
and dental visits (Dubay, Almeida, and Ko, 
2001). The American Medical Association 
recommends that women age 18 or over 
receive a Pap smear and clinical breast 
exam annually. We find that 46.2 percent of 
low-income women did not receive a Pap 
smear, compared with 32.2 percent of high­
er income women. Similarly, 56.0 percent 
of low-income women did not receive a 
clinical breast exam, compared with 39 per-
cent of higher income women. The 
American Dental Association recommends 
adults see a dentist twice a year for pre­
ventive care. Compared with higher 
income women, more than twice as many 
low-income women did not see a dentist in 
the preceding year (44.5 percent of low-
income women versus 20.7 percent of 
higher income women). 

Factors that may be barriers to accessing 
care may differ depending on insurance 
coverage. The benefit packages offered 
through private insurance coverage can be 
narrow in scope; preventive services, such 
as routine physicals and dental services, 
may not be covered (KPMG Peat Marwick, 
1996). Cost-sharing, including copay­
ments, deductibles, and coinsurance, which 
can constitute significant barriers to care, 
are common in private coverage but largely 
absent in the Medicaid program (Nichols et 
al., 1997; KPMG Peat Marwick, 1996). In 
contrast, Medicaid covers a comprehensive 
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range of primary and preventive care ser­
vices. Yet, there is evidence that access 
problems exist in the Medicaid program 
due to low provider reimbursement and par­
ticipation. Moreover, while the Medicaid 
program has a comprehensive dental pack-
age for children under the Early and 
Periodic Screening, Diagnostic, and 
Treatment program, coverage of dental 
care is more limited for adults: Only 15 
States cover full dental benefits for adults, 
while 18 States cover partial dental ser­
vices, and 17 States and the District of 
Columbia cover no or emergency dental 
services only (U.S. General Accounting 
Office, 2000a). Moreover, it has been well 
documented that limited dentist participa­
tion in Medicaid has a negative impact on 
access to dental services for low-income 
individuals (U.S. General Accounting 
Office, 2000b). Finally, it may be that low-
income women are not seeking appropriate 
amounts of preventive care, so that under-
use of services may be partially due to low 
demand stemming from lack of knowledge 
about recommended levels of preventive 
care. 

Given the apparent disadvantage of 
being uninsured, it is alarming that more 
than one-third of all low-income women 
were uninsured. This circumstance may 
have worsened with Federal welfare 
reform. Implementation of the PRWORA 
and the strong economy have lead to large 
declines in welfare caseloads. Although 
the majority of women leaving welfare are 
eligible for transitional Medicaid benefits, 
a recent study of the period before this leg­
islation was enacted indicated that only 36 
percent of women who recently left welfare 
retained their Medicaid coverage. Fully 41 
percent of these women were uninsured, 
and 23 percent had private coverage 
(Garrett and Holahan, 2000). In April 
2000, CMS issued guidelines to States to 
ensure those eligible for transitional 

Medicaid benefits receive them. Thus, 
increasing Medicaid participation among 
women leaving welfare is critical. 

In addition, the PRWORA created a new 
category of Medicaid eligibility in section 
1931 of the Social Security Act. Using sec­
tion 1931, States now have the flexibility to 
cover parents in one- and two-parent fami­
lies at much higher income levels (Guyer 
and Mann, 1998; Dubay, Kenney, and 
Zuckerman, 2000). A number of States are 
taking advantage of this option (Krebs-
Carter and Holahan, 2000), which may 
increase Medicaid coverage of low-income 
women. Furthermore, the Family Care 
Initiative currently before Congress would 
allow States more flexibility in covering 
parents through the separate programs 
developed under the State Children’s 
Health Insurance Program (SCHIP). Our 
results suggest that, regardless of whether 
such expansions in coverage occur 
through Medicaid or through SCHIP with 
benefit packages that look more like pri­
vate coverage, uninsured women will be 
better off if public programs are expanded. 
It is important to recognize, however, that 
such expansions would only cover parents, 
leaving the 47 percent of low-income 
women who are not parents ineligible for 
public coverage. 

Finally, a number of issues warrant fur­
ther research. First, neither Medicaid nor 
the private coverage available to low-
income women is homogeneous, and the 
nature and quality of this coverage varies 
considerably. The results presented here 
reflect average national differences in 
access and use between Medicaid and pri­
vate coverage for the 1996-1997 period. 
There could be access and use differences 
within both Medicaid and private coverage 
related to whether a woman is enrolled in a 
managed care arrangement and, if so, the 
particular type of arrangement in which 
the women is enrolled. Future research 
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examining these differentials is critically 
important, given the growing reliance on 
managed care in both the public and pri­
vate insurance sectors. Second, while the 
results of this study indicate that insurance 
can reduce financial barriers to care, non-
financial barriers also need to be identified 
and addressed in order to improve access 
to care for low-income women. 
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